INTRODUCTION
Starting university has an impact on people's lives, who are suddenly faced with new responsibilities that require a change in their habits, which may cause emotional conflicts 1 . Among the undergraduate programs, those in the health area are usually very demanding and their strenuous routine can be considered a stressful situation that can have a negative impact on student's well-being 3, 4 . The adversity caused by academic difficulties, in addition to personal e social problems, may lead to emotional disorders. A systematic review including 40 studies showed that 13% to 25% of medical students suffer from depression and around 34% presented anxiety scores, evidencing a significant prevalence of these symptoms 5 
.
Faced with this, students may feel the need to develop coping mechanisms to deal with this new context of life 6 . Religiousness and spirituality are currently seen as strategies capable of providing an increased arthur_pj@hotmail.com ciagz@hotmail.com li282004@yahoo.com.br rttotoli@gmail.com g.lucchetti@yahoo.com.br, gian.tln@terra.com.br sense of purpose in life, well-being, and personal satisfaction, which are all associated with higher resistance to stressful situations
7-9
. Religiousness and spirituality are often used as synonyms. However, there is a growing distinction between these terms 1, 2 . Religiousness is characterized by the experience of an organized system of beliefs and symbols shared between a group of people and presenting special behavioral, social, and doctrinal characteristics. It can be understood as organizational, non-organizational and intrinsic
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. Spirituality is the personal search for answers and meaning to existential matters, involving the understanding of the purposes of life and its possible connections with transcendence
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. Religiousness is being increasingly studied nowadays
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. In a systematic review conducted between 2003 and 2013, it was evidenced that most studies pointed out that spiritual/religious activities play a protective role in mental health and the prevalence of minor psychiatric disorders (anxiety and depression) 16 . By means of spirituality, religiousness, or both, people can positively associate mental and physical well-being dimensions, thus experiencing a sense of shelter when faced with adversity
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. It is also known that both spirituality and religiousness influence stress reduction and are therefore considered protective factors for depression and anxiety disorders 18, 19 . Despite the evidence, there are still few studies that have assessed how religious beliefs influence the mental health of medical students and their results are conflicting 9, 20, 21 . This way, this study aims to evaluate the connection between spiritual/religious beliefs, anxiety, and depression in medical and nursing students.
METHODOLOGY
This is a cross-sectional observational study with a quantitative approach conducted in the Federal University of the Triângulo Mineiro (UFTM), in Uberaba, Minas Gerais, Brazil, during November and December of 2015. It was authorized by the Research Ethics Committee of the Federal University of the Triângulo Mineiro by decision No 1.235.044, and the students signed an informed consent form in order to participate.
UFTM is a Brazilian public university that has approximately 5,000 students and programs on several knowledge areas, including in health. The medical (486 students enrolled) and nursing (271 students enrolled) programs have a student-focused traditional curriculum.
For this study, we included students enrolled in the medical and nursing programs that were 18 years old or older, both male and female, who voluntarily accepted to be included. According to a previous sample calculation, we needed 206 students, who were randomly drawn using a list with the names of all students. The students were then approached in person by previously trained research collaborators, before or after classes, in pre-established moments, when they were informed of the purpose of the study.
The questionnaire was self-filling, took 15 minutes and was composed of:
• • Spirituality: using the Spirituality Self Rating Scale (SSRS), which consists of a scale that assesses aspects of spirituality with items that focus on the individual spiritual orientation, whether the individual considers spiritual matters important or not, and how this applies to their lives. It is a self-filling instrument composed of six items. The original scale was developed by Galanter at al. and was validated into Portuguese
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.
• Hospital Anxiety and Depression Scale (HADS):
is a scale that consists of two subscales with 14 multiple choice questions, 7 for anxiety and 7 for depression. The overall score in each subscale ranges from 0 to 21. The scale was developed by Zigmond and Snaith in 1983 and validated into Portuguese 24 . Despite having been
The data consistency was performed by double-entry typing on an Excel sheet. Next, they were exported to the SPSS (Statistical Package for the Social Science) application, version 20.0, for conducting the statistical analysis. The data was analyzed by descriptive techniques, frequency distribution, mean and standard deviation.
The inferential analysis used the Student's t-test for comparing anxiety scores and the categorical variables (program and gender). Then, linear regression models were performed with the HADS scores for depression and anxiety as dependent variables; R/E measures were added individually and adjusted for sociodemographic variables (gender, age, ethnicity and family income). We chose not to group all the religiousness and spirituality variables into a single model due to the high correlation between them (above r = 0.60), which would increase multiinitially created for non-psychiatric hospitalized patients, it has been currently used in literature for several other populations, including medical students
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. The sample size calculation corresponded to the proportional number of each program, considering an additional 25% of losses. It considered a determination coefficient R 2 =0.10 in a multiple linear regression model with five predictors (R/E variable and sociodemographic), with type I error or significance level Alfa=0.05, and type II 0,10, thus resulting in a priori statistical power of 90%. The sample was made up of 206 students total, 131 from the medical program, and 75 from the nursing program. The students selected were contacted, and those who agreed to participate individually filled out the printed questionnaires on a date and time arranged between them and the researcher in charge. collinearity. A p < 0.05 was determined as significant and Beta values were described, as well as the proportion of variance in the dependent variable in relation to the predictor variables (R-square).
RESULTS
In the sample of 206 students, 187 (90.7%) agreed to participate in the research. Of these, 69% were medical students and 31% nursing students, most of them between 18 and 44 years old, with an average age of 23. As for gender, 56.1% were females and 43.9% males; 67.9% declared themselves to be white. When questioned about religion, 27.9% said to attend religious services once a week or more often, 40.1% engaged in private religious practices once a day or more often, and 34.8% declared not having any religion ( Table 1) .
The scores from the anxiety and depression questionnaire were bivariate compared by means of the Student's t-test regarding program, gender, and ethnicity (Table 2 ) For male individuals, the mean anxiety was 7.36 (DP: 3.89), in females it was 8.57 (SD: 3,99), with statistical relevance in the comparison between them. When comparing anxiety scores and program, no statistical relevance was found ( Table 2) . None of the religiousness and spirituality variables were associated with the levels of depression in the sample studied, in both adjusted and non-adjusted models. Regarding anxiety, only organizational religiosity (religious attendance) was associated with lower levels of anxiety (Beta=-0.178, p=0.026) in the adjusted model. Despite the statistical significance, the proportion of variance in the dependent variable in relation to the predictor variables (R-square) was low (R-square=0.005) for the model without adjustment and (R-square=0.065) for the adjusted model (Table 3) .
DISCUSSION
The present study showed that medical and nursing students have religious and spiritual beliefs, and that only religious attendance was associated with fewer anxiety symptoms, but the same did not apply to depression. These data highlight the fact that even among young people with high levels of education understanding of the relationship between religiousness and adversity. This can lead to the development of prevention and coping mechanisms specific to each population. Finally, our findings reinforce the premise that students use their beliefs as a way of dealing with adversity, which is corroborated by other studies with different populations in which religion offers a coping mechanism for stressful stuations
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, such as disease-related vulnerability 30 , the emotional impact felt when faced with the brevity of life
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, and the difficulties inherent to health care
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. Educators must be aware of the students' needs and of how religiousness and spirituality are used (functionally or dysfunctionally).
As limitations of the study, we can mention the use of two health care courses, since nowadays there is a tendency to have multidisciplinary teams in health care. Additionally, there is the fact that a cross-sectional approach was used, when a longitudinal follow-up could clarify possible variations in the relationship between spirituality, religiousness and anxiety throughout the program. Finally, the students' social support was not evaluated. Religious attendance can lead to a greater social support, which can be a mechanism for better mental health.
CONCLUSION
The present study showed that only the religious attendance was associated with the mental health of medical and nursing students, who used the religious practice to minimize the negative impacts of university life. This support seems to be more effective when it involves the participation in social religious activities over private activities.
In the academic environment, the possible impact of religiousness on anxiety levels requires new studies focused on understanding the perception of students regarding these themes for a broader understanding of their relationships. In addition, in the healthcare perspective, the importance of belief when faced with sickness has been increasingly acknowledged, which highlights the importance given to spirituality and religiousness by patients, family members and staff. In this way, it is necessary that future professionals be fully prepared in order to have the required sensitivity to fully exercise the abilities learned at the university as a perception tool, knowing how to deal with the spirituality and religiousness of each individual. religious beliefs are still used as a possible coping mechanism for adverse situations.
Comparing our findings with those of other institutions, they are similar to those of Lupo and Strous
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, who found that religiousness was associated to lower levels of anxiety symptoms in Israeli medical students, and of Vasegh and Mohammadi
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, who verified that religious belief was associated to less anxiety in Iranian medical students. However, our findings differ from those of another study that found a connection between religiousness and depression, but not anxiety, in Brazilian medical students 9 . These sometimes discordant results can be justified by a number of factors. Religious affiliation and culture can change depending on the type of sample studied; institutions can also have different curriculum and offer different types of psychological support; and religiousness can often have a more negative (religious suffering) or positive nature. In a recent systematic review, Koenig 26 evaluated 299 studies and found that 147 of them (49%) showed an inverse association between R/E and anxiety (a result compatible with our findings), while 127 found no connection, and 33 showed a positive association. The same results were found for depression. The author found that of the 444 studies examining the connection between R/E and depression, 272 (61%) indicated an inverse association, 144 found no connection, and 28 found a positive association.
In the same way that the association between R/E and anxiety can vary among studies, the religiousness measurements considered (ORA, NORA, IR) also present variance in the literature. In a study by Luchetti et al. that assessed the presence of anxiety in nurses that worked in home care, it was found that those who presented higher anxiety levels were the ones with lower ORA and higher NORA. In another study conducted with adults in a Malaysian community, it was found that IR and NORA behaved as possible risk factors for anxiety 28 . Religiousness as a risk factor was also demonstrated by Mohamad et al
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From the studies presented, we can infer that the religious measurements can sometimes behave as risk factors, and other times as protective factors, under different situations and varying according to the context and population. According to Moutinho et al
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, it is important to have studies that assess mental health and its relationship with religiousness in different groups, such as university students, aiming at the early identification of risks and a greater 
